We examined the relation of social problem-solving abilities to distress experienced by family members assuming a caregiving role for a loved one who had recently incurred a severe physical disability. Family members completed measures of problem-solving, depression and health, while their loved one participated in an inpatient rehabilitation programme. Correlational analyses indicated that a negative problem orientation was signi cantly predictive of caregiver distress, regardless of the degree of physical impairment of the care recipient. Women reported more distress on several measures than men, and disability severity was also associated with depression and impaired social functioning. Family members with a greater negative orientation may be at risk to develop psychological and health problems upon assuming a caregiver role. These results are discussed in light of theoretical models of social problem-solving, and implications are presented for psychological interventions and for health policy concerning family caregivers and their care recipients.
As the number of chronic, debilitating health conditions escalates, and as health care programmes continue to circumscribe their service to people with these conditions, many family members are compelled to assume caregiving roles (Hoffman, Rice, & Sung, 1996) . Family caregivers often receive very little formal preparation or support. Typically, caregivers are not compensated for their services, and yet they are expected to operate competently as extensions of health care systems, helping a loved one perform self-care tasks, adhere to behavioural regimens, and execute therapeutic directives in the home environment. Changes in formal health care provision have compelled people with severe physical disability to assume ultimate responsibility for their ongoing personal health, and when they are unable to manage this responsibility, their family caregivers then may have more in uence on health outcomes than any single health care provider (Lengnick-Hall, 1995) .
Accumulating evidence indicates that family caregivers may experience considerable dif culties with their emotional and physical health (for reviews see Schulz et al., 1997; Vitaliano, 1997) . People who are thrust into a caregiver role when a loved one incurs a sudden-onset disability may be particularly vulnerable, as caregiving can preclude normative and routine personal, social and vocational roles (Moen, Robison, & Dempster-McClain, 1995) . Furthermore, those who sustain conditions such as spinal cord injury (SCI) may have considerable life expectancies, necessitating life-long commitments from a family member to perform caregiving duties.
Family caregivers of people who have incurred SCI exhibit more distress than noncaregivers (Weitzenkamp, Gerhart, Charlifue, Whiteneck, & Savic, 1997) . However, comparative studies of caregivers and non-caregivers reveal very little information about caregivers who have higher levels of adjustment in their role and those who have more dif culty. Studies of within-group differences are needed to identify those who may be at risk of complications from those who may fare well. For example, within a group of family caregivers it is possible to observe some who have a higher sense of personal control who experience less distress and report a greater life satisfaction than other caregivers in that same group who do not have these characteristics (Decker, Schultz, & Wood, 1989) . Given such variability in the experience of caregiver distress, if we identify characteristics of family members who have dif culties assuming caregiving duties we can develop interventions to assist these persons (Altman, Cooper, & Cunningham, 1999; Gallagher-Thompson, Coon, Rivera, Powers, & Zeiss, 1998; .
Caregivers differ in their abilities to solve problems in everyday situations, and these skills are associated with optimal adjustment among people in general (D'Zurilla & Nezu, 1999) . Effective social problem-solving abilities are related to adjustment in routine and stressful conditions, and these abilities can be enhanced in cognitivebehavioural interventions (D'Zurilla & Nezu, 1999) . Problem-solving interventions have been effective in promoting self-management skills (Richards & Perri, 1978) and in alleviating depression among community-residing adults (A. M. Nezu & Perri, 1989) . Problem-solving interventions can be easily adapted for family caregiver programmes (Houts, Nezu, Nezu, & Bucher, 1996) ; these interventions can be employed in individual formats C. M. Nezu, A. M. Nezu, & Houts, 1993) and in innovative, home-based programmes (Grant, 1999; Kurylo, Elliott, & Shewchuk, 2001; Roberts et al., 1995) .
Effective social problem-solving abilities have been associated with lower levels of depression and distress among mothers of children with physical disabilities (Noojin & Wallander, 1997) and among family caregivers of people who have incurred a stroke (Grant, Elliott, Giger, & Bartolucci, 2001) . To a certain extent, people who assume the caregiver role in the wake of a developmentally 'off-time' event-such as traumatically acquired physical disability-may experience more immediate and intense upheaval than family members in these previous studies, who may have been living with more chronic, ongoing health problems. Caregivers who report high levels of depression, ill health and anxiety soon after a family member incurs an SCI are likely to experience a steady exacerbation of these symptoms over the rst year of caregiving (Shewchuk, Richards, & Elliott, 1998) . Caregivers who have negative views of their problem-solving abilities at the time a family member sustains a physical disability are more likely to experience higher levels of depression, anxiety and ill health throughout the initial year of caregiving (Elliott, Shewchuk, & Richards, 2001 ).
Social problem-solving abilities may buffer a family member from pronounced distress after the onset of physical disability. We know that elements of the problem orientation component in the social problem-solving model operate to promote personal con dence, positive moods and a sense of emotional regulation in routine and stressful situations (Elliott, Herrick, MacNair, & Harkins, 1994; Elliott, Sherwin, Harkins, & Marmarosh, 1995) . However, people who have a negative orientation towards solving problems have dif culties regulating unpleasant moods, which in turn can exacerbate into depression or anxiety (Elliott, Shewchuk, Richeson, Pickelman, & Franklin, 1996; A. M. Nezu, 1987) . Anegative orientation is also associated with more errors in decision-making, indicating that negative ruminations and pessimism can also interfere with an individual's ability to process information essential for solving problems effectively (Shewchuk, Johnson, & Elliott, 2000) .
In the present study, we examined the association between social problem-solving abilities and the emotional reactions reported by people who assumed family caregiving roles. These individuals were interviewed prior to their actual involvement in the home as a care provider as the care recipient was participating in an inpatient rehabilitation unit. We expected that a negative problem orientation would be signi cantly predictive of caregiver depression, distress and ill health regardless of caregiver age, gender or ethnicity, and regardless of the severity of the care recipient's disability.
Method

Participants
Participants included 11 men (M age = 47 years, SD= 5.93 years) and 49 women (M age = 41.73, SD= 9.46 years) who were assuming the role of caregiver for a family member who had incurred an SCI and who were participating in an SCI inpatient rehabilitation programme. The preponderance of women identi ed as caregivers in this sample is re ective of the number of women who assume caregiving roles for family members generally. The sample was comprised of 38 Caucasian and 22 AfricanAmerican individuals. Parents (N= 26) and spouses (N= 22) were over-represented in the sample; other caregivers included sisters (N= 5), adult children (N= 4) and brothers (N= 2) of the patient. Of the care recipients, 31 had complete lesions to the cord and 29 had incomplete lesions; 28 of these people had paraplegia, 29 had tetraplegia, and three had either spinal stenosis or cauda equina.
As patients were admitted to the SCI inpatient rehabilitation programme, admitting staff asked family members to identify who would be most likely to assume responsibility for providing daily assistance and care to the patient following discharge. This person would then be available to participate in inpatient therapies and learn self-care regimens. These identi ed caregivers were then approached by a trained research staff member and asked to participate in Project FOCUS, a programme developed to provide ongoing, home-based education to family caregivers of people with SCI (cf. Kurylo et al., 2001) . Of those approached, 60 agreed to participate and provide informed consent; 20 were ineligible for a variety of reasons (e.g., minimal involvement as a caregiver, unable to read materials, unstable relationship with patient etc.). In all, 15 caregivers were eligible for the study but declined to participate for personal reasons. There were no apparent or systematic reasons for refusal into the study. Those who agreed to participate in Project FOCUS were seen individually and administered measures of social problem-solving abilities, depression, personal health and general distress.
Measures
Social problem-solving abilities
The Social Problem Solving Inventory-Revised (SPSI-R; D'Zurilla, Nezu, & MaydeuOlivares, 2002 ) was used to assess social problem-solving abilities. The SPSI-R has 52 items that are rated on a 5-point Likert-type scale ranging from 0 (not very true of me) to 4 (extremely true of me). Higher scores on each scale indicate a greater propensity in that facet of problem-solving. The SPSI-R has ve scales. Two scales measure the problem orientation dimensions of the social problem-solving model: positive problem orientation (PO) and negative problem orientation (NO). The remaining three scales assess different problem-solving styles, including rational problem-solving (RPS), impulsivity/carelessness style (IC), and avoidance style (AV).
The PO scale assesses a general cognitive set which includes the tendency to view problems in a positive light, to see them as challenges rather than threats, and to be optimistic about one's ability to detect and implement effective solutions. Sample items from the PO scale include 'Whenever I have a problem, I believe that it can be solved' and 'When I have a problem, I try to see it as a challenge or opportunity to bene t in some positive way from having a problem'. The NOscale assesses a cognitive-emotional set indicative of a greater pessimism, a lack of motivation toward problem-solving, and a proclivity for negative moods that hinders effective problem-solving (e.g., 'I hate having to solve the problems that occur in my life' and 'When I am trying to solve a problem I get so upset that I cannot think clearly').
The rational problem solving scale (RPS) assesses the tendency to systematically and deliberately employ effective problem-solving techniques by de ning the problem, generating alternatives, evaluating alternatives, and implementing solutions and evaluating outcomes (e.g., 'Before I try to solve a problem, I set speci c goals so that I know exactly what I want to accomplish', and 'When I have a decision to make, I weigh the consequences of each option and compare them to each other'). The impulsivity/ carelessness style scale (IC) measures the tendency to solve problems in an impulsive, incomplete and haphazard manner (e.g., 'When making decisions, I do not evaluate all my options carefully enough' and 'When I am trying to solve a problem, I go with the rst good idea that comes to mind'). The avoidance style scale (AV) assesses dysfunctional patterns of problem-solving characterized by putting the problem off and waiting for problems to solve themselves (e.g., 'I go out of my way to avoid having to deal with problems in my life' and 'I spend more time avoiding my problems than solving them').
Internal consistency estimates for the scales with college students range from alphas of .76 for PO to .92 for RPS and test-retest (three weeks) reliability ranges from .72 for PO to .88 for NO for the same sample (D'Zurilla et al., 2002) . Signi cant correlations between the SPSI-R scales and similar constructs on the Problem Solving Inventory (Heppner, 1988) and with other theoretically related constructs as stress, somatic symptoms, anxiety, depression, hopelessness and suicidal tendency provide evidence of construct validity (Chang & D'Zurilla, 1996; D'Zurilla et al., 2002) . The SPSI-R scales have been predictably associated with self-esteem, life satisfaction, extraversion, social adjustment and social skills (D'Zurilla et al., 2002; Sadowski, Moore, & Kelley, 1994) .
Depressive behaviour
The Inventory to Diagnose Depression (IDD; Zimmerman & Coryell, 1987) was used to assess depressive behaviour. The IDD was designed to provide a general severity index of depression and a categorical diagnosis of major depressive disorder (MDD) according to DSM-III-R criteria (American Psychiatric Association, 1987) . The IDD is a 22-item measure of depressive behaviour and each item is rated on a 5-point scale ranging from 0 (no presence of the symptoms) to 4 (severe symptomology) . Acceptable test-retest reliabilities (.98 over days) and internal consistency (.92) coef cients have been reported; correlations with structured interview estimates of MDD and other self-report measures of depression have been adequate (ranging from .80 to .87; Zimmerman & Coryell, 1987; . The sum of the responses provides a total severity score; higher scores re ect greater depressive behaviour. The IDD has been found to be a sensitive indicator of depression among community-residing adults and persons with a variety of health problems (Frank et al., 1992) .
Distress and health
Aspects of personal health and general distress were assessed with the omnibus Medical Outcomes Study Short Form Health Survey (SF-36; Ware, Snow, Kosinski, & Gandek, 1993) . The SF-36 features eight scales: physical functioning (10 items), physical role functioning (four items), bodily pain (two items), general health ( ve items), vitality (four items), social functioning (two items), emotional role functioning (three items) and mental health ( ve items). Higher scores on each scale denote positive and optimal responses on each respective dimension; lower scores re ect greater impairment and negative outcomes generally.
These scales measure speci c domains of well being that can be affected by health conditions. The physical functioning (PF) scale assesses the ability to perform activities without restrictions imposed by current health. The role functioning-physical (RFP) and the role functioning-emotional (RFE) scales measure dif culties with daily activities due to physical health and emotional problems, respectively (higher scores on these scales indicate no problems performing activities from these concerns). Higher scores on the general health (GH) scale suggest excellent health status. Lower scores on the bodily pain (BP) scale indicate severe and limiting pain. Similarly, lower scores on the vitality (VT) scale indicate a sense of tiredness and fatigue. Higher scores on the social functioning (SF) scale suggest a normal social activity level without interference from physical or emotional problems. The mental health (MH) scale assesses a sense of peacefulness and happiness; lower scores on this scale imply unhappiness, distress and nervousness (Ware et al., 1993) .
Raw scores for each scale are transformed with an algorithm to a 0 -100 scale (Ware et al., 1993) . Considerable evidence supports the basic psychometric properties of the SF-36 scales. Internal consistency reliabilities have ranged from .62 (VT) to .96 (RFE) across 12 different studies cited in the manual; test-retest coef cients have ranged from .43 (BP) to .90 (PF) in two different studies (Ware et al., 1993) .
Statistical analysis
Correlational procedures were used to examine relationships between the self-report variables and demographic characteristics. It was expected that a negative problem orientation would signi cantly predict caregiver depression, personal health and distress. Therefore, separate regression equations were conducted to examine the relation of the problem orientation component to each of these criterion variables after controlling for any possible variance attributable to the problem-solving styles. This conservative procedure has been used to test hypothesized properties of the social problem-solving model (e.g., Elliott et al., 1995) . The number of caregivers meeting criteria for major depressive disorder according to the IDD was then determined, and comparisons were made between depressed and non-depressed caregivers on the selfreport and demographic variables. Table 1 contains the means, standard deviations and correlations for the self-report variables and the demographic characteristics. Several of the SF-36 scores were found to have skewed distributions. Therefore, logged transformations of each SF-36 dimension were used in subsequent correlational analyses. Several demographic variables were associated with caregiver adjustment. Gender (coded as 1 = male, 2 = female) was signi cantly and inversely associated with caregiver social functioning, mental health and vitality, suggesting that women had more negative ratings on these SF-36 scales. Injury severity (coded as 1 = other injury-incomplete lesion, 2 = other injury-complete lesion, 3 = paraplegia-incomplete, 4 = paraplegia-complete, 5 = tetraplegia-incomplete, 6 = tetraplegia-complete) was similarly correlated with caregiver social functioning, mental health and depression. These correlations indicated that caregiving for a family member with a severe injury was associated with greater distress. Caregiver gender was also signi cantly correlated with two social problemsolving scales: negative orientation and impulsive/careless style. Therefore, a block of caregiver demographic characteristics (gender; ethnicity, coded as 1 = Caucasian, 2 = African-American) and the disability severity variable was entered at the rst step to control for any variance in each criterion variable that might be attributable to these characteristics before testing for the presumed relations with social problem-solving abilities.
Results
Descriptive and zero-order correlations
Post hoc means analyses revealed no signi cant differences between any of the selfreport measures and caregiver relation to care recipient (grouped as spousal/signi cant other, parental, or other, to ensure adequate cell sizes for analyses). There was a higher proportion of Caucasians in spousal relationships (N= 19) with care recipients than observed among African-Americans (N= 3).
Social problem-solving abilities and caregiver depression
The block of demographic variables was signi cantly predictive of caregiver depression, F(3,56) = 3.90, R 2 = .17, p < .05. Injury severity (b = .32, t = 2.65) signi cantly contributed to the prediction of depression (p < .05); injury severity was associated with higher depression scores. The block of three social problem-solving styles did not signi cantly augment the equation, F inc (3,53) = 1.24, n.s. At the nal step, the problem orientation component was signi cantly predictive of depression, as expected, F inc (2,51) = 7.17, R 2 inc = .17, p < . 01. A lower positive (b = ± .37, t = ± 2.37) and a higher negative orientation (b = .42, t = 2.27) were associated with higher depression scores (both p's < .05). Notes: For correlations in bold print, p < . 
Social problem-solving abilities and caregiver health
At the rst step of the equation, the block of demographic variables was not signi cantly predictive of caregiver health, F(3,55) = .62, n.s. The block of three social problemsolving styles did not signi cantly contribute to the equation, F inc (3,52) = .65, n.s. However, the block of problem orientation variables was signi cantly predictive of health, F inc (2,50) = 4.05, R 2 inc = .13, p < . 05. Consistent with previous research, a negative orientation was associated with poor health (b = ± .59, t = ± 2.76, p < .05).
Social problem-solving abilities and caregiver distress
Three criterion variables from the SF-36 were used to operationalize caregiver distress: mental health, social functioning and vitality.
Mental health
At the initial step of the equation, the block of demographic variables was signi cantly predictive of caregiver mental health, F(3,56) = 3.63, R 2 = .16, p < .05. Women reported a lower level of mental health than men (b = ± .31, t = ± 2.49; p < .05). The block of problem-solving styles did not augment the equation at the second step, F inc (3,53) = 2.27, n.s. However, the problem orientation variables were signi cantly predictive of mental health at the nal step of the equation, F inc (2,51) = 6.85, R 2 inc = .16, p < .01; a higher negative orientation was associated with lower mental health (b = ± .60, t = ± 3.25; p < .01).
Social functioning
The block of demographic variables was signi cantly predictive of social functioning, F(3,56) = 4.97, R 2 = .21, p < .05. Caregiver gender (b = ± .25, t = ± 2.10) and injury severity (b = ± .36, t = ± 2.99; all p's < .05) contributed to the prediction of social functioning: women had lower social functioning, and caregiving for a person with a more severe injury was also associated with lower scores on this scale. At the second step of the equation, the three social problem-solving styles did not signi cantly contribute to the equation, F inc (3,53) = .58, n.s. At the nal step of the equation, the block of problem orientation variables was signi cantly predictive of social functioning, F inc (2,51) = 5.61, R 2 inc = .14, p < .05. As expected, a greater negative orientation was associated with lower social functioning (b = ± .59, t = ± 3.14, p < .05).
Vitality
The block of demographic variables was signi cantly predictive of caregiver vitality at the rst step of the equation, F(3,56) = 4.23, R 2 = .19, p < .01. Speci cally, caregiver gender (b = ± .33, t = ± 2.69, p < .05) contributed to the prediction of vitality. Women had a tendency to report lower vitality scores. At the second step of the equation, the three social problem-solving styles did not contribute to the equation, F inc (3,53) = .76, n.s. As predicted, the problem orientation variables signi cantly augmented the equation, F inc (2,51) = 4.95, R 2 inc = .13, p < . 05. A greater negative orientation was associated with lower vitality (b = ± .52, t = ± 2.70; p < .01).
Depressed and non-depressed caregivers
Following the algorithm described by the developers of the IDD (Zimmerman & Coryell, 1987) , 10 of the 60 caregivers were found to meet DSM-III-R criteria for a major depressive disorder (MDD). Table 2 presents the means and standard deviations for the social problem-solving scales and the SF-36 scales, and for several demographic and disability variables by depression diagnosis. Depressed caregivers differed from the nondepressed caregivers on several SF-36 scales, and on the negative orientation and the avoidant style scales. Depressed and non-depressed caregivers did not differ by age. MDD was not signi cantly distributed unequally by caregiver ethnicity or gender, although the tests of these distributions were adversely affected by the low cell sizes observed for African-Americans and for men.
Discussion
Consistent with prior research, a negative problem orientation was predictive of each criterion variable, after accounting for demographic characteristics, injury severity and problem-solving styles. Caregivers who have a negative orientation towards problemsolving are more likely to experience exacerbating levels of depression, anxiety and ill health in the initial year of caregiving (Elliott, Shewchuk, & Richards, 2001) . A greater negative orientation impairs problem-solving and adjustment by fostering negative moods (and inhibiting positive moods; Elliott et al., 1996) , and by interfering with decision-making essential to effective problem-solving performance (independent of mood; . Thus, caregivers in the present study who had a more negative problem orientation were more likely to report higher levels of depression, distress and ill health as they assumed the caregiver role. The results of this study suggest that caregivers with a negative orientation may experience a lower level of energy, fewer positive moods and a sense of social isolation, which collectively may reinforce depressive behaviour (A. M. Nezu, 1987) . With little energy to exert the effort necessary to attend to personal problems and to meet the demands of caregiving, the health and well being of both caregiver and care recipient may be compromised over time. These persons should be considered at risk for more psychological distress, in light of prospective evidence linking the negative problem orientation to distress over time (Elliott, Shewchuk, & Richards, 2001) .
Moreover, there is some concern that caregivers who have problems with pessimism, rumination and mood regulation-as measured by the NO scale -would also have problems learning information and tasks prerequisite for effective caregiving. A negative problem orientation interferes with one's ability to attend, learn and process information (Heppner & Krauskopf, 1987) and make decisions . There is recent evidence indicating that a higher negative orientation is associated with a low sense of preparation for the caregiving role (Grant, Elliott, Weaver, Bartolucci, & Giger, 2002) . We already know that caregiver problem-solving styles are prospectively associated with care recipient health over the course of the rst year of disability (Elliott, Shewchuk, & Richards, 1999) . Caregivers who report a higher negative orientation and ineffective problem-solving styles may require speci c programmes designed to monitor their adjustment and augment their coping repertoire to enhance their ability to provide care and marshal support for the care recipient.
In contrast, it should be noted that a lower negative orientation was associated with more optimal scores on most adjustment measures. Many people who assume caregiving duties do not report a compromised adjustment; in fact, there is emerging evidence that some people nd personal meaning and thrive in the caregiver role (Elliott, Kurylo, & Rivera, 2002) . Our results caution against a view of caregiving as a uniformly stressful experience to the demise of the health and well being of the caregiver. More research is needed to appreciate the bene ts of caregiving and characteristics that distinguish those persons who nd meaning and purpose in caregiving and those who have dif culty. The present data suggest that effective social problem-solving abilities are characteristic of those persons who adjust well to the caregiving role.
Of the participants in this study, 17%met DSM-III-R criteria for a major depressive episode. This study is limited in that we did not attend to other possible syndromes that may have been present (e.g., anxiety disorders, personality disorders, etc.). It is important to emphasize that the majority of caregivers did not meet criteria for MDD, and those who did meet the criteria reported problem-solving de cits and pronounced distress and psychosocial impairment. These individuals may have had ongoing problems coping with life stress, generally, prior to the onset of disability; people who have these kinds of adverse reactions are susceptible to ongoing problems with psychological and physical health as they attempt to meet the demands of caregiving. These concurrent dif culties with social isolation and ineffective problem-solving create an unfortunate milieu that reinforces and perpetuates depressive behaviour (A. M. Nezu, 1987) . It would be enlightening to observe the trajectory of adjustment among caregivers who meet criteria for depressive syndromes and those who do not as the caregiving role evolves over time. Information about differential trajectories of adjustment could help us identify caregivers who may be at risk at different times for developing depressive syndromes and those caregivers who may have depressive syndromes that resolve over time. Strategic programmes may be planned to help those most at risk.
There is some evidence in our data that women were more inclined to report more negative perceptions of their social problem-solving abilities, with corresponding levels of depression and distress. Although the relatively small number of men in our sample (N= 11) precludes any de nitive statement, we are concerned that these results may suggest complex processes at work that stem from gender differences. Women may be socialized to report more personal distress than men, and men may be more inclined to use more instrumental coping strategies than women (who may rely more on emotional and support-oriented strategies; Ptacek, Smith, & Dodge, 1994; Ptacek, Smith, & Zanas, 1992) . However, there is recent evidence that the differences observed in self-report are not indicative of differences in actual, subsequent behaviour between men and women coping with stress (Porter et al., 2000) . Distressed caregivers of people with SCI report more frequent use of emotionally based coping efforts than non-distressed caregivers (Chen, 2000) . Furthermore, women are more likely to assume a caregiving role for a family member than men (Aneshensel, Pearlin, Mullan, Zarit, & Whitlatch, 1995) .
There is a possibility that women in our study were cognisant of the impending time commitment and disruption to personal, social and career roles imposed by caregiving (Moen et al., 1995) . In contrast, the men may have not shared the sense of commitment and could have been planning to identify other forms of assistance. It would be important, then, to determine if women persist longer in a caregiving role than men, and if men enlist others to assist them in caregiving duties (e.g., daughters, sisters, etc.). Finally, there is a concern that women caregivers were in situations in which their family member who incurred disability also had the primary income for the family, and thus these women were facing a greater nancial loss than the men caregivers. This, too, is an issue that should be examined directly in future study.
The results of the present study converge with other recent evidence linking cognitive-behavioural characteristics of caregivers with their subsequent adjustment (Elliott, Shewchuk, & Richards, 2001; Grant, Elliott et al., 2001; Noojin & Wallander, 1997) . These characteristics may account for more variance in caregiver adjustment than other adaptive resources such as social support (Chwalisz, 1996; Haley et al., 1996) . Problem-solving interventions have demonstrated ef cacy in the treatment of a variety of psychological concerns and this approach is well suited for programmes designed to help family caregivers adjust to their role and accompanying demands (D'Zurilla & Nezu, 1999) . Intervention programmes that address the speci c needs of families may be more likely to succeed (Burman & Margolin, 1992; Campbell & Patterson, 1995) . Problemsolving interventions that target the speci c concerns of caregivers may be particularly effective, and programmes adhering to the basic tenets of the social problem-solving model emphasize skills in problem identi cation as a crucial element in effective problem-solving . Preliminary evidence indicates that problem-solving interventions for family caregivers can be effective in reducing caregiver depression and distress (Grant et al., 2002) . If family caregivers are expected to perform as experts in self-management and to operate competently as extensions of the formal health care system (Wagner, Austin, & Von Korff, 1996) , it is imperative that these persons are prepared to solve the problems they will inevitably face as they assume these responsibilities.
